
with a mcningocele; all the cephalic bones were widely
separated and the umbilical cord, more than a yard long,
tapered almost to a point at its umbilical insertion.
Outside of a slight rise of temperature the first four

" days of the puerperium, which was probably sapremic, the
patient made an uneventful recovery.
It can be readily understood that evolution is impos¬sible unless three essential requirements are fulfilled,

namely, a roomy pelvis, a small, easily compressible
fetus and powerful bearing-down pains ; all these fac¬
tors were manifested in this case.
In the rather meager literature of this remarkable

resourcefulness of nature, a few instances of living
children have been reported. In the treatise on mid¬
wifery by Prof. William Thomson Lusk, my lamented
teacher, mention is made that Kuhn cites a case in
which a living child was born, weighing 4y2 pounds,
after the spontaneous evolution of a shoulder presen¬
tation. Also that Simon, according to Spiegelberg,
collected 125 cases in which 14 infants were born liv¬
ing; three of the mothers had died.
The determination whether spontaneous delivery

will be effected in a particula'r instance is extremely
difficult and ordinarily we should waste no time in
anticipation of such a favorable outcome ; this is espe¬
cially true if the diagnosis of transverse presentation
is made early before the bag of waters has ruptured.
But if the expectant mother is in good condition, if the
fetus is premature, if excessive retraction has already
taken place making internal version a dangerous pro¬
cedure, and if evidence of beginning evolution is
already present, we might for a reasonable time adopt
the policy of "watchful waiting" rather than proceed
at once to decapitation. Indeed, in favorable instances,
if the pelvic floor is offering an unyielding obstacle
to Nature's attempt at delivery, we might expedite
matters by following the recommendation of Dr. Tay¬
lor and overcome the resistance, by making deep inci¬
sions into the distended perineum to the extent of
3 or 4 inches, at the vulva.
56 Boston Street.

APPENDECTOMY THROUGH THE RIGHT
INGUINAL CANAL

GEORGE DE TARNOWSKY, M.D.
CHICAGO

Removal of the appendix through the right internal
inguinal ring is not a new procedure; it has probably
been done, in a more or less unpremeditated manner,
by many surgeons; but, so far as I can learn, the
method has never been advocated as a justifiably
integral part of a right inguinal herniotomy.
The now well-established custom of removing the

appendix whenever the lower abdomen is opened led
me to adopt the habit of carrying out the same prophy-
lactic procedure during the performance of all right
inguinal herniotomies, whether of the oblique or direct
type. The femoral ring is usually too far removed for
this purpose. I have performed the operation over

fifty times with uniform good results. In no case
has infection occurred, either within the peritoneal
cavity or in the inguinal canal; the wounds have healed
with normal rapidity and, so far, no relapses of the
hernias have been reported. The patients have not
complained of more pain than is habitually experienced
in simple herniotomies; neither has nausea or meteor-

ism been accentuated by the added intraperitoneal
work.
The cecum lies in the right iliac fossa, directly on

the iliac fascia. Its lower end is from 4 to 6 cm. from
the internal ring, depending on whether it is in a dis¬
tended or contracted condition. When it is full, the
lower end lies just over the outer half of the inguinal
ligament. The outer wall or outer right margin is in
contact with the lateral abdominal wall. It is always
sufficiently mobile so that it can be delivered through
the ring, partially or in toto, depending on the size
or distensibility of the latter. As for the appendix,
the 'only practical point to remember is that it is given
off directly from the mesial posterior wall of the
cecum, behind and beneath the termination of the
small intestine. Delivery of the cecum, must be
resorted to whenever the tip of the appendix is retro-
cecally located, its mesentery is abnormally short, or
it is displaced by kinks or adhesions.

TECHNIC
1. The usual herniotomy incision is employed, opening the

inguinal canal.
2. The sac is separated from the cord, the sac opened, and

its contents—if any—dropped back into the peritoneal cavity.
3. The contents of the inguinal canal are protected by

means of a gauze pad.
4. The index finger of the right hand is passed through

the sac opening obliquely upward and outward, that is, con¬
tinuing in the direction of the canal.

5. The finger is swept along the iliac fossa from without
inwardly, until the cecum-is encountered. The· appendix can
often be recognized by the touch, and its relative position
ascertained.
6. If the internal ring admits two fingers or can be readily

stretched to admit them, I am in the habit of introducing
both index and middle fingers, grasping the cecum between
them, and delivering it. When the appendix is freely mov¬

able, it has often been possible to hook the index finger over
its base and thus deliver it, only one finger being necessary
for this maneuver. With a small, not readily distensible
ring, by passing a straight intestinal forceps of the Barrett
type alongside of the index finger, the cecum can be identi¬
fied, grasped by the forceps and delivered. Finally, I have
lately tried the expedient of putting on a surgical cotton
glove over the rubber one in order to obtain a better grasp
of the slippery cecum or appendix. The experiment is worth
trying, but one must get accustomed to the clumsy thick¬
ness of the cotton glover
7. The removal of the appendix itself presents no great

difficulties. Only three points in technic need be emphasized :
(a) Having grasped the appendix 'or its mesentery by

means of a suitable forceps, as much of the cecum as possible
should be replaced into the peritoneal cavity before going any
further. This will avoid any possible danger of strangu¬
lation.
(b) The purse-string suture is placed around the base of

the appendix before it is amputated or its mesentery is tied
off. This obviates the annoying possibility of the stump slip¬
ping out of sight before the operation is completed. In
other words, it gives the operator something to hold on to.
(c) In the retrocecal type of appendix, with very short

mesentery, it is much easier to amputate the appendix first
at its base, between two clamps, dissecting it out from
below upward and controlling the blood supply by means
of a running suture of fine silk or catgut. These closely
adherent retrocecal cases are the only difficult ones to remove.
It is a waste of time to try and reach the tip of the appen¬
dix first; the tension is so great that either the mesentery
or appendix will tear. Suture of the short meso-appendix
must be done by means of a short full-curved needle;
here again it has seemed easier to begin proximally, that
is, at the stump of the appendix, and suture upward, using
the glover's lock-stitch.
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8. The hernial sac is closed, and the hernitomy completed.
It seems puerile to state that no drainage should ever be
used in the canal, but as I have on several occasions been
asked this question, it has seemed best to lay emphasis on

this particular point.
COMMENT

As technic and confidence in the procedure improved,
the time element has been rapidly reduced. Anesthesia
is now prolonged an average of five minutes, so that
undue lengthening of the operation cannot be adduced
as a contraindication. The alleged danger of infect¬
ing the inguinal canal with resultant recurrence of the
hernia, which has made a number of clinicians hesitate
to adopt the procedure, has proved to be nonexistent.
In my series of cases, 30 per cent, of the appendixes

removed were found to be grossly pathologic ; hence
I feel convinced that inguinal apppendectomy is a

rational procedure. Of course, I do not advocate the
inguinal route in nonherniated patients ; neither would
I advise that an acute appendix be removed by this
route, even in the presence of a coexistent right-sided
hernia. I am of the opinion, however, that, in all
right inguinal herniotomies, the removal of the appen¬
dix through the sac and ring is a legitimate, logical and
comparatively easy procedure.
Should the necessity of drainage ever present itself,

it is a simple matter to pass a curved forceps through
the sac opening to the iliac crest and make a stab
drain. This was done in Cases 528757 and 530288 of
my Cook County series. The first case proved to be
one of tuberculous peritonitis with a badly kinked
retrocecal appendix ; the second, wrongly diagnosed as

a strangulated hernia, turned out to be a gangrenous
appendix with abscess in the scrotum. Both cases

healed satisfactorily.
30 North Michigan Avenue.

A PLAGUE-LIKE DISEASE OF CALIFORNIA
GROUND SQUIRRELS AFFECT-

ING MAN IN OHIO
WITH A DEMONSTRATION OF SPECIMENS

W. B. WHERRY, M.D.
CINCINNATI

SUMMARY

Following the discovery of a plague-like disease,
due to B. tularense, by McCoy and Chapin in Cali-
fornia, W. B. Wherry and B. H. Lamb described the
occurrence of the same micro-organism in two cases

of conjunctivitis in Ohio. Both caseswere character-
ized by ulcerative conjunctivitis involving the palpe-
bral conjunctivae, accompanied by lymphadenitis of
the preauricular and cervical glands on the correspond-
ing side, a high temperature and marked prostration.
These patients were under the care of Dr. Derrick

T. Vail and Dr. Robert Sattler, respectively, and their
clinical courses have been published in the Ophthalmic
Record (1914) and the Archives of Ophthalmology
(1915).
In searching for the probable source of infection in

these two cases the following points were considered:
Both patients were affected with the virus affecting

Read before the Section on Preventive Medicine and Public
Health at the Sixty-Sixth Annual Session of the American Medical
Association, San Francisco, June, 1915.

rodents in California; both patients had handled rab-
bits previous to the onset of the disease; there were
numerous rumors that wild rabbits in Ohio, Kentucky
and Indiana were dying off in large numbers of some
disease. With the kindly cooperation of Dr. J. H.Landis, health officer of Cincinnati, the same disease
due to B. tularense was discovered in wild rabbits
found dead in southeastern Indiana.
The virus (a small encapsulated rod) is extremely

difficult to demonstrate and is best stained with anilin
Hoffman's violet or gentian violet. It could not be
grown on any medium except the coagulated egg-yolkrecommended by McCoy and Chapin.
All the esential features of the disease as it occurred

in man could be reproduced by placing a little of the
virus in the eye of a rabbit or guinea-pig.Infection also takes place, in rodents, through the
gastro-intestinal tract, through the nasal mucous mem¬
brane, and, as shown by McCoy and Chapin, squirrelfleas (Ceratophyllus acutus) may successfully trans¬
fer the virus. As the recent experiments of Dr. Way-
son show, the house fly and the stable fly {Stomoxyscalcitrans) may also transmit the virus shortly after
feeding on an infected animal.
It seems likely that this rodent disease is widely dis¬

tributed and that through the watchfulness of health
officers further cases will be discovered.

ABSTRACT OF DISCUSSION
Dr. G. W. McCoy, Honolulu : It is gratifying that what

we thought was a problem of purely scientific interest should
have turned out to be one of practical importance in pre¬
ventive medicine. Apparently we have another disease to
add to the list of those traced primarily to the lower animal
and occasionally transmissible to man. I would like to
emphasize that this is an example of a plague-like disease,
but one not due to a pest-like bacillus. It is easy to get these
things confused. The organism, as Dr. Wherry has said, is
in no way similar to the plague bacillus, yet in practicallyall the animals with which we worked the symptoms and
lesions were similar to those of plague. We thought we were
fairly familiar with plague, but when the first case of the
new infection came under observation we would have fallen
into error but for the fact that we insisted on cultural veri¬
fication of every case. We -carried the infection on in
animals, and soon found that we were dealing with a disease
©f rodents other than plague. A great similarity to the
lesions of the plague was the most striking point about it.
After we had had a great deal of experience with this disease
to supplement our experience with plague, we could in a
majority of cases differentiate the gross lesions; and of
course a microscopic examination would practically always
decide the matter at once, and a cultural investigation would
invariably do so. Dr. Wherry spoke of the cultures losing
their virulence. We found that to be the case with the
cultures from squirrels. I do not recall now whether we had
any culture that became entirely avirulent. There is one
point of importance about the lesions produced by these
avirulent cultures, and that is that they produce in guinea-pigs lesions which are practically indistinguishable from
those of tuberculosis. I remember when we first observed
these subacute or chronic lesions we thought there had been
some error in our technic and that we had introduced tuber¬
culosis. We found that this was not the case. I may saythat we always kept in mind in our work the possibility of
the occurrence of the plague-like disease in man.
Dr. N. E. Wayson, San Francisco : We have duplicated

Dr. McCoy's methods of flea transmission of the disease, but
were not so successful as he in our results. Healthy animals
separated from those infected by wire netting of the same
mesh as mosquito netting, with fleas as the only common
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